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(Can J Psychiatry 2006;51:797-809) Information on funding and support and author affiliations appears at the end of the article. S hould the practice of psychotherapy be regarded primarily as an art or as a craft? Alternatively, does it display characteristics of a scientific discipline? After a half-century of psychotherapy research, the most reasonable answer appears to be that psychotherapy is indeed a craft, but one involving critical constituent elements that can be discovered and clarified through scientific investigation. That is, science makes it possible to identify the key elements associated with change in psychotherapy. Still, the individual clinician's creativity and responsiveness with a particular patient can be a major factor in the patient's psychotherapy. This uniqueness is not often captured by the scientific method, and thus, it can be regarded as a form of artistry. To further develop this perspective, we offer an overview of the psychotherapy research literature.
Since psychotherapy research is commonly disseminated in the psychological literature, psychiatrists may not be aware of recent developments in the field. Our intent, then, is to offer our colleagues in psychiatry a synopsis of certain broad themes in psychotherapy research.
Our review considers 3 topics in the literature. We first look at the general question of the effectiveness (see Note) of psychotherapy. In the 1950s, Eysenck's critique of psychotherapy's efficacy (1) prompted clinical researchers to collect data on the impact of psychological treatments. Since then, thousands of studies have been conducted. These have addressed the effectiveness of various therapeutic approaches relative to no-treatment control approaches, placebo or alternativetreatment control approaches, or other defined therapies. Narrative reviews of this literature are criticized for being compromised by subjective bias. Metaanalysis was developed as a quantitative method of summarizing empirical literature. Now commonly used in many disciplines, metaanalysis was first applied to the psychotherapy literature in the 1970s (2) . We summarize key metaanalytic reviews and highlight the consistent finding of uniform effectiveness among psychotherapy approaches.
Second, we consider a recent approach that endorses rigourous application of the scientific method to identify specific psychological therapies that are efficacious in treating specific disorders. Since 1995, and particularly in the US context, EST research has evolved to the point where it is having a major influence on clinical training, practice, and the funding of mental health care. The EST movement is part of an emergent, pragmatic Zeitgeist of evidenced-based practice typified by the use of scientific methodology and instrumentation to document the effectiveness of interventions. The strength of the EST movement and the RCT approach to EST research is the capacity to make causal inferences regarding the effectiveness of psychotherapy. However, overinterpretation of EST findings has occurred and contributed to intense controversy. We discuss the importance of acknowledging the boundaries of the EST approach.
Third, we discuss literature that considers those elements of psychotherapy that appear to be associated with success across all forms of treatment. The "common factors" model (3) and its successor, the "contextual" model (4), describe the critical relational skills of a competent therapist and the necessary and sufficient conditions for successful implementation of the therapist's technical strategy. These models approximate the "craft" of the psychotherapist. Therapy process research has yielded abundant evidence for the potency of common factors in facilitating change. In contrast to the EST approach, however, this evidence is primarily correlational and does not support causal statements. More definitive common factors research is needed.
The opinions we express are based on admittedly selective reviews of the literature and on our own experience in the field. As stated below, we are skeptical about reliance on the EST approach and RCT design as a superior source of knowledge about psychotherapy. Our own research group has employed the RCT design in several studies. We have supplemented this perspective with evaluations of patient personality and the therapy process so that we can go beyond the effectiveness issue and examine questions regarding mechanisms of change (such as patient-treatment matching; see 5). We have taken a similar approach to manualization of the therapies developed in our program. That is, although the manuals clearly set out the parameters, we encourage therapists to use their personal style and creativity in the process. In short, our position is that effective psychotherapy practice and research require a balance between art and science.
The results indicated an inverse association between the intensiveness of therapy and the degree of recovery-"the more psychotherapy, the smaller the recovery rate" (1, p 660). Eysenck also noted that 66% of patients demonstrated symptom remission within 2 years, regardless of whether therapy had been received. He concluded that the evidence did not support the effectiveness of psychotherapy.
Eysenck's conclusions challenged psychotherapy proponents to demonstrate the effectiveness of their techniques according to rigorous research methods (6) . In effect, he provoked the development of a new research tradition and an output of studies that has shown no signs of abating. Owing to the primitive methodology of available research, reviews of clinical data that represented an initial response to Eysenck offered few conclusive findings. Moreover, the review techniques themselves, such as the narrative summary or the "box-score" approach (that is, tallying studies showing more or less improvement for therapy, relative to control patients), were subject to bias and distortion.
More definitive reviews became possible after the technique of metaanalysis was introduced in the 1970s. Metaanalysis relies on mathematical integration of results from multiple studies into a common metric. The effect size is commonly represented by the difference in mean improvement between a treatment condition and a control or comparison condition, standardized by division by an estimate of the (pooled) standard deviation of the measure in question. Effect size values can then be used to quantitatively summarize the magnitude and significance of a specific treatment impact across all studies selected for review. Metaanalysis was heralded as a more objective method for determining the effectiveness of psychotherapy.
Absolute Effectiveness of Psychotherapy
Early metaanalyses evaluated the absolute effectiveness of psychotherapy, comparing the outcomes for patients receiving treatment with the outcomes for patients in untreated control groups. Smith and Glass (2) reviewed 375 studies comparing various therapies with control conditions, the latter being usually defined by a treatment wait-list. More than 800 effect sizes were calculated. Psychotherapy in general demonstrated an average effect size of 0.67. By converting this value to the normal curve, it was concluded that the average therapy patient exhibited greater symptom reduction than 75% of untreated patients. In an updated monograph, Smith, Glass, and Miller (7) reviewed 475 studies, yielding a total of 1766 effect sizes. The average effect size for psychotherapy was 0.85, indicating that treated patients were better off than 80% of untreated control subjects.
Andrews and Harvey (8) reexamined the Smith, Glass, and Miller (7) data, removing studies involving samples characterized by nonclinical diagnoses. They considered these analogue (laboratory) studies to be unrepresentative of psychiatric practice and argued that their inclusion inflated the derived effect sizes. The original dataset was reduced from 475 to 292 studies. With the metaanalysis limited to genuine psychiatric patients, Andrews and Harvey (8) reported an effect size for psychotherapy (0.72) that was equivalent to earlier figures (see 2, 7) . Taken in the aggregate, these early metaanalyses countered Eysenck's assertions, demonstrating that psychotherapy is clearly superior to the absence of treatment.
Relative Effectiveness of Different Psychotherapies
Further evidence for effectiveness has been drawn from comparative studies pitting recognized therapy approaches against one another. Comparative research aims to demonstrate the relative effectiveness of different approaches. Traditionally, the literature has been characterized by a distinction between verbally based approaches, such as psychodynamic and interpersonal therapies, and action-based approaches, such as cognitive and behavioural therapies (9) . The first comparative metaanalytic reviews revealed a small advantage for action-based approaches. For instance, Dobson (10) reviewed the effectiveness of Beck's CT relative to other psychiatric treatments. He reported that CT patients outperformed 98% of control patients, 67% of behaviour therapy patients, 70% of pharmacotherapy patients, and 70% of verbal therapy patients.
Subsequent metaanalyses suggested that the relative superiority of the action-based approaches was attributable to methodological artifacts. Robinson, Berman, and Neimeyer (11) reviewed 58 outcome studies of various treatments for depression, including CT, CBT, behaviour therapy, and general verbal therapies. The studies either compared a therapy with a no-treatment control or compared the outcomes of different therapies. The results again indicated that psychotherapy was significantly more effective than the absence of treatment. Further, the review suggested that CT and CBT were essentially equivalent in outcome, with the latter slightly outperforming behaviour therapy. General verbal therapies were found to be the least effective. Initially, these results appeared to replicate Dobson's (10) . However, Robinson and others (11) hypothesized that the outcome differences could be attributed to investigator allegiance, that is, the researchers' partiality for one therapy over another. To test this, 2 raters independently assessed investigator allegiance for each study included in the review, as indicated by comments in the introduction and methods sections of the reports. Allegiance was demonstrated to be highly correlated with outcome, such that the favoured therapies outperformed less favoured approaches. Once the moderating influence of allegiance was statistically controlled, Robinson and others (11) found all treatments to be equivalent in effectiveness. Gaffan, Tsaousis, and Kemp-Wheeler (12) also reanalyzed Dobson's (10) data and confirmed that investigators had overwhelmingly favoured CT, relative to comparison treatments, and that allegiance had a pronounced influence on the resulting effect sizes. Other independent reviews reported similar findings (for example, see 13).
A range of factors that potentially confound findings of differential effectiveness have been explored; these include the use of highly reactive measures such as behavioural ratings, differences in therapist skill, or variation in methodological rigour between studies (see 4, 14) . Overall, these metaanalyses conclude that the relative superiority of certain approaches vanishes when moderating factors are statistically controlled-that different therapies have equivalent effectiveness. Wampold, Mondin, Moody, and others (15) used metaanalysis to creatively evaluate the "uniform effectiveness" conjecture. They limited their review to studies directly comparing 2 or more bona fide therapies. Bona fide therapies were those "delivered by trained therapists, based on psychological principles, offered to the psychiatric community as a viable treatment, or (involving) specified treatments" (15,p 205) . Effect size differences were calculated from comparisons of 2 or more forms of psychotherapy. The effect size differences were then randomly given either a positive or a negative sign, and the distribution of values was evaluated. Equivalent effectiveness would be demonstrated by a homogenous distribution of the effect size differences with zero as the midpoint, which is precisely what Wampold and others observed (15) . Confirmation of this hypothesis strongly supported the view that various approaches to bona fide psychotherapy are uniformly effective.
The Particular Case of Dynamically Oriented Psychotherapy
Since the 1980s, the efficacy of CBT has received the largest share of research attention. Consequently, metaanalytic reviews have also focused predominantly on these treatment approaches. This is associated with the greater facility with which CBT approaches can be investigated with RCT designs. The humanistic, experiential, and psychodynamic approaches have been less frequently studied because of the challenges associated with defining therapist technique (for example, what constitutes "interpretation"?) and treatmentspecific outcomes (how is "self-other differentiation" defined?).
Recent metaanalyses have evaluated the impact of short-term, dynamically oriented psychotherapy, an approach that is frequently endorsed by practitioners outside research or academic settings. Svartberg and Stiles (16) and Crits-Christoph (17) concurrently published metaanalytic reviews of the efficacy of brief dynamic approaches. These reviews employed similar procedures but reached contrasting conclusions. Svartberg and Stiles (16) included 19 studies conducted between 1978 and 1988 that compared STPP with a no-treatment control, an alternative therapy, or both. They found that STPP demonstrated a small but significant superiority to no-treatment control groups at posttreatment. Relative to alternative treatments (specifically, behaviour therapy, CT, and CBT approaches), STPP was inferior at posttreatment, equivalent at 6-month follow-up, and significantly inferior at 12-month follow-up. Svartberg and Stiles (16) concluded that STPP was significantly less effective than the alternative therapies.
Crits-Christoph (17) employed more rigorous inclusion criteria, limiting the sample to 11 studies that, first, used a manualized treatment; second, compared STPP with a wait-list control group, nonpsychiatric treatment, alternative therapy (various cognitive and behaviour therapies), pharmacotherapy, or another form of dynamic therapy; third, involved at least 12 sessions; and fourth, employed therapists trained and experienced in the particular model. Results revealed that STPP was significantly more effective than wait-list control group treatments, slightly superior to nonpsychiatric treatments, and equivalent to other therapies and medication. In contrast to Svartberg and Stiles (16), Crits-Christoph (17) concluded that the various therapies, including STPP, did not differ in effectiveness.
Messer and Warren (18) examined the discrepant conclusions of these 2 metaanalyses, focusing on the individual studies included in each review. The most consistent difference concerned the definition of STPP. Crits-Christoph (17) reviewed studies featuring specific manual-driven examples of STPP that reflected greater control of the treatment variable. Svartberg and Stiles (16) were less rigorous in their study selection, including examples of eclectic and undocumented forms of brief therapy. Consequently, the relative inferiority of STPP in their review was attributable to the inclusion of treatments that did not represent the short-term dynamic approach. Messer and Warren (18) argue that this methodological flaw renders Svartberg and Stiles' conclusions ambiguous. Their analysis also highlights that reviewer subjectivity remains an issue even in "objective" metaanalytic reviews, insofar as the selection criteria for representative studies are concerned.
Given the conflicting conclusions of previous metaanalyses, Anderson and Lambert (19) were also motivated to examine the effectiveness of STPP. Their inclusion criteria were similar to those of Svartberg and Stiles (16) but much less exacting than those of Crits-Christoph (17) . Their review included 26 studies and placed comparisons into 3 categories: STPP compared with no treatment, minimal treatment (supportive contacts without emphasis on specific technique), and alternative therapy. STPP treatment produced significantly greater effect sizes when compared with no-treatment or minimal-treatment groups (effect size 0.71 and 0.34, respectively). No significant differences in effect size emerged when STPP was compared with alternative therapies-again indicating uniform effectiveness.
Summary
The metaanalytic literature supports 2 main conclusions. First, psychotherapy is indisputably superior to the absence of treatment. Across all reviews, patients treated with psychotherapy exhibit greater improvement than untreated patients. Second, the reviews consistently indicate that different approaches to psychotherapy yield equivalent effects. When differences in effectiveness do emerge, they tend to favour cognitive-behavioural approaches over psychodynamicinterpersonal approaches. However, it has been invariably demonstrated that these differences are attributable to such confounding variables as investigator allegiance. With statistical adjustment of artifactual effects, the relative effectiveness of different therapy approaches disappears.
Despite the consistent and compelling nature of this finding of uniform effectiveness, investigators continue to seek forms of psychotherapy that are more beneficial for certain patients than other therapies. In the US context, this approach has been reinforced by current market forces (for example, managed health care). The EST movement represents 1 of the 3 technologies used to define evidence-based practice, with the other technologies being referred to as practice guidelines (for example, 20) and patient-focused research (for example, 21). In the US psychological literature, however, the EST approach has assumed a position of dominance.
The EST Movement

Emergence of the EST Movement
In the past decade, one perspective on the psychotherapy enterprise has risen to prominence among psychologists. The EST movement began in 1995 with the report of the APA Clinical Psychology Task Force on Promotion and Dissemination of Psychological Procedures (22) . This marshalling of empirical data on psychotherapy represented an effort to address demands from consumers, third-party payers, and regulatory bodies for evidence of the usefulness and benefit of psychological treatments. The compilation was framed as a response to the "threatened survival" of the psychotherapy enterprise in the mental health care field. The APA effort to demonstrate that psychotherapy is a form of best practice was vigorous.
Since the early 1990s, the psychiatric community and the pharmaceutical industry have identified and endorsed several psychoactive compounds for the treatment of a range of specific disorders. The Task Force report and the resulting EST movement had a primary and overriding objective of making psychological therapies more competitive in the US managed mental health care marketplace. In the United Kingdom, marketplace forces are less of an issue. A similar task force evaluation was framed as an NHS policy review. The NHS review included a project to define the content and processes of evidence-based (psychotherapy) practice (23) . The UK report cast a broad net over the empirical literature, including not only clinical trial investigations but also naturalistic studies and practice evaluations. In an environment relatively free of market pressures, the goal of the NHS review could more appropriately be primarily oriented to advancing the scientific basis of clinical practice.
The Divison 12 Task Force report (22) endorsed a roster of 18 "empirically validated treatments," that is, specific interventions with evidence for efficacy in well-defined patient populations with specific disorders, based on at least 2 RCT studies employing manualized treatment protocols. Efficacy was demonstrated by the treatment's superiority to pill or psychological placebo or by its demonstrated equivalence to an already established treatment. The EST criteria were based on those used by the Food and Drug Administration to approve new pharmacologic compounds. Validated treatments included behaviour modification for developmental disability, elimination disorders, headache, irritable bowel, and male and female sexual dysfunction; exposure treatments for phobia and obsessive-compulsive disorder; and CT for depression, chronic pain, panic disorder, and generalized anxiety disorder, among other treatment-disorder combinations.
The list of treatments now referred to as ESTs was subsequently revised (24, 25) , and a special issue of the (30) .
The identification of ESTs is clearly beneficial to clinical trainees and practitioners who can use the clear treatment manuals and guidelines with patients having the same disorders. The EST designation also provides information that allows a prospective therapy consumer to make appropriate choices for his or her care. The laudable objective of identifying and promoting psychological treatments of demonstrated efficacy has nonetheless stimulated energetic debate about the validity of the practice. In line with the conclusions of the previous section, some have argued that this effort is premature; that is, there is as yet insufficient evidence that any given therapy is substantially more effective than alternative treatments for specific disorders (35) . Concerns have also been expressed that the promotion of ESTs might be misused to disenfranchise practitioners of therapies that have not been studied or vetted as ESTs (for example, 36) . Others fear that funded psychotherapy practice might be limited to a circumscribed set of treatments, which would hamper clinical flexibility and innovation (for example, 37). Deleterious impacts on training, such as emphasis on technical proficiency over attention to the critical role of the therapeutic relationship, have also been described (for example, 38). The intense, even polemic, controversy that emerged subsequent to the original Task Force report (22) has unfortunately reinforced a long-standing perception that a gulf exists between therapy researchers and practitioners.
The Power and the Limits of the EST Approach
The EST movement relies on the methodological gold standard of the RCT to determine empirical support for a given psychotherapy. The RCT design is an appropriate and powerful approach to demonstrate the efficacy of medical interventions (such as, for example, pharmacologic compounds) for specific disorders. By randomly assigning suitable patients to conditions such as an active treatment compared with an inert placebo, the design provides control over extraneous sources of variation by distributing these in equivalent fashion across conditions. When one condition has a greater impact than another (for example, when the treatment outperforms the placebo), it can be reasonably concluded that the treatment (for example, the active pharmacologic agent) has caused the effect. Confidence in this conclusion is high because all other potential influences have been subject to the investigator's control and can be ruled out as alternative explanations.
In the EST context, the RCT design is particularly useful for studying interventions that are psychological analogues to drugs, for example, exposure treatments for specific anxiety symptoms. This is evident in the Task Force's original listing of "validated" treatments (22) . Behavioural and CT approaches have received most support as ESTs. As suggested above, this may be due to the relative amenability of these approaches to technical specification and evaluation of outcomes. Said another way, the RCT design has tremendous facility when the data are based on observable behaviours or direct ratings of patient cognitions. Strong statistical evidence has been compiled for the effectiveness of these therapy approaches. In contrast, studying therapies that require the operational definition of less concrete techniques, such as conflict-focused interpretations, and of outcomes that elude accurate measurement, such as subtle alterations in patients' relational representations, is more difficult.
The RCT design and the EST movement reflect a fundamental intention to address efficacy questions rather than questions about mechanism of action. The RCT design addresses the question, Does this psychotherapy work? and allows for strong inference; that is, the treatment causes the changes observed in the patients. Based on this approach, EST research asks whether putatively different forms of psychotherapy are efficacious for some kinds of problems and allows for the determination of appropriate therapies for carefully demarcated patient groups. In psychotherapy research, the RCT design and the EST movement have fulfilled their particular mandate.
The contentious issue with the EST movement is whether the appellation as "empirically supported" is the only way to assign value to a psychotherapy approach. The appellation signifies that the therapy works for patients with a specific disorder-a valuable designation for clinical practice. The problem arises when stakeholders go beyond this designation and infer that the EST label means more than a declaration of efficacy. The most problematic overvaluing of the EST designation involves a misperception: given that a particular therapy approach is found to be efficacious, proponents may go beyond the data and argue that observed improvements are a direct result of the interventions that characterize the approach. This is a mechanism-of-action inference that the RCT-EST approach was neither intended nor expected to demonstrate. This inference also goes against metaanalytic findings indicating that distinct technical strategies are uniformly effective-it is not technical interventions alone that account for variation in patient change.
The response to this overvaluation can be fierce. Many practitioners in the United States will contend, for example, that insurance industry funding has come to depend on whether the patient is receiving a psychotherapy deemed to be an EST. The implication is that the clinical use of therapies that have not been subject to RCT study is detrimental to the patient and cannot be supported. This assumption is a mistake in logic: Absence of evidence (that is, few or no RCT studies) is not evidence of absence (that is, lack of effectiveness). Similarly, some researchers will argue that market pressures to identify ESTs have resulted in biased decisions by research funding agencies. As a result, other forms of psychotherapy research, which may indeed focus on mechanism-of-action questions, are felt to be shortchanged.
A comparative RCT, that is, a study in which a treatment of interest is compared with another putatively active intervention, will clearly indicate whether the treatment is of greater or lesser effectiveness than the comparison, statistically speaking. In terms of evaluating the statistical and clinical significance of change associated with treatment, the RCT design is unparalleled. Even with use of this gold standard, however, it remains a thorny problem to differentiate the specific effects (for example, the therapist's interventions) from the general effects (for example, the quality of the patient-therapist relationship) of therapy on outcome. This is commonly attempted in RCTs that employ a placebo alternative treatment as the comparison for the active treatment of interest. This approach is not without problems.
In a medication trial, a placebo is designed to be inert and to account for effects that are not specifically associated with the active ingredients of the test compound (for example, patient expectancies). In psychotherapy, however, these nonspecific factors represent everything except the technical interventions characterizing the approach and can hardly be regarded as inert. They are central constituents of psychotherapy and, indeed, may be necessary for technical interventions to have any impact. Moreover, the effects of specific or nonspecific factors are both derived from psychological processes and, in that sense, are jointly active in determining a psychotherapy's effectiveness. Consequently, "it is logically and pragmatically impossible . . . to create psychotherapy placebos that contain, in terms of the quality and quantity, the same nonspecific ingredients contained in the psychotherapeutic treatment" (4, p 128). The finding that a certain type of therapy has greater effectiveness than an alternative does not thereby imply that the technical strategies of that approach are responsible for change-possibly, the therapists providing the treatment were more experienced than the clinicians offering the alternative, the treatment was more credible in the eyes of the patients, the therapist's interventions only worked in conjunction with nonspecific factors, and so on. The designation of psychological treatments as ESTs, based on RCT research, is valuable for the field and for practitioners, but it is best suited to determining that a therapy works rather than to determining how the therapy brings about change.
The Medical Model Underpinning the RCT-EST Perspective
The RCT design and the EST movement also share the perspective that psychotherapy is a treatment that fits the medical model. In this model, a specific disease entity, disorder, or problem can be identified. The RCTs employed to demonstrate a treatment's status as an EST have typically focused on homogenous patient samples defined by specific DSM categories. Whether this categorical nosology accurately represents psychiatric disorder is controversial (39) . Still, in the RCT-EST approach, use of the DSM is logically consistent with the objective of demonstrating a therapy's efficacy in relieving the symptoms of a specific illness. Two issues have been raised in regard to the medical model view of psychotherapy. First, some have argued that the EST emphasis on disorders and symptoms, rather than on the "individualin-context" seeking treatment for "problems in living," can be dehumanizing (40) . There is, in fact, no theoretical reason why other systems for classifying mental suffering cannot be used for clinical trial research. Indeed, many therapists believe it is more important to focus on a specific patient's vulnerabilities to enhance quality of life and reduce the chance of relapse. Second, the RCT design requires that all patients in the trial share the diagnosis of interest; the presence of comorbidity is often downplayed. In response, practitioners contend that patients presenting with "pure" forms of a DSM disorder and no comorbidity are exceptionally rare (however, see 41, 42) and that these treatments typically involve interventions from a range of approaches.
The medical model also requires an explanation of the specific disorder's etiology and, in turn, the formulation of a likely mechanism of change. The specific therapeutic actions required for the mechanism of change to have an effect are then delineated. This is often reflected in the therapy manual for the approach being evaluated. However, the RCT design is employed to evaluate the efficacy of the therapy "package" in alleviating symptoms, not the efficacy of specific therapeutic actions. Once again, the possibility for overvaluation emerges. For a given disorder, a single etiologic pathway and a single mechanism of change are elevated to being the "correct" perspective on the condition. This is another misperception that defies clinical common sense: psychiatric disorders tend to be overdetermined and to develop from multiple etiologies, and patients may require different interventions over substantial periods of time to reach functional status. The relative brevity and symptom focus of clinical trial studies can also lead to an overestimation of treatment benefits (43) , reinforcing the notion that an EST represents a sufficient intervention for the problem in question.
The central assumption of the medical model approach is that specific therapeutic actions are remedial or restorative; that is, differences between therapies will emerge because certain techniques are more effective for specific disorders than are the techniques of alternative approaches. Advocates of a medical model view will admit that the effects of common factors may be evident but will declare these to be uninteresting and will continue to assert that observed effects are due to the specific elements of their therapy approach. This assumption is inconsistent with the findings reviewed in the previous section (38) -that all bona fide therapies (14) produce essentially equivalent outcomes. argument that this line of research provides a limited return (40) in terms of understanding how therapy works. Other principles of the medical model and their theoretical underpinnings (for example, the malleability of psychopathology, the existence of "pure" psychiatric disorders, and the independence of Axis II conditions) limit the external validity of studies used to support ESTs (4, 43) . Critics argue that the findings of EST studies do not translate well to real-world clinical settings where confounding influences are the norm and are not subject to experimental control.
Advocating a Balanced View
The EST movement has the laudable aim of identifying effective treatments for specific mental disorders, and the efforts of the Task Force and similar bodies have implications for consumer choice, rational use of service resources, and clear treatment planning by practitioners. Certainly, EST studies have been useful as a catalyst for helping the field move toward scientifically informed practice. However, the EST movement's lists of empirically determined effective treatments cannot be taken as the final word. It may be difficult to implement these treatments in real-world clinical settings, and the studies are limited in terms of informing practitioners about how change actually occurs in psychotherapy (44) . An individual patient may resemble the carefully delineated RCT sample only in general terms. The patient's needs and capacities frequently require accommodation and creativity on the part of the therapist. Invariably, establishing and capitalizing on the power of the therapeutic relationship is necessary to ensure that specific interventions have an effect.
We want to emphasize that it is valuable to determine that a therapy represents an EST only within the bounded meaning of the EST criteria. Beyond these boundaries, questions remain about effectiveness in various clinical settings, about the core mechanisms of change, and about patient variables, which may necessitate modifications of the approach. Like metaanalysis, the EST criteria represent methodological tools with both strengths and limitations. We contend that the tendency to overvalue findings of EST research and to argue for uniform "first-line use" of 1 or 2 specific manualized treatments for particular conditions can have the effect of downplaying the critical importance of variations in therapist skill and patient characteristics. This tendency may also marginalize treatment approaches that are less amenable to study using the RCT design. Even the prime movers behind the EST movement have recognized that "[t]he practice of evidence-based psychotherapy is a complex one, and ESTs are only one piece of the puzzle" (30, p 712). Therefore, genuine progress in the field requires the full range of research designs and methods of evaluating the impact of psychotherapy.
Proponents of the EST movement have been regarded as "splitters" emphasizing the differentiation of therapy approaches for specific disorders. An opposing camp, the "lumpers," emphasize critical elements of change that cut across different approaches. We will now examine the common factors or contextual models of psychotherapy.
The Common Factors and Contextual Models: The Search for Mechanisms of Change
The finding of uniform effectiveness had been predicted as early as 1936 when Rosenzweig quoted the dodo bird's pronouncement after the footrace in Lewis Carroll's Alice in Wonderland: "Everyone has won and all must have prizes!" (45, p 412) The "dodo bird effect" (46) has persisted: different psychotherapies are significantly more effective than no treatment or control conditions but equivalent in effectiveness with one another. This finding underscores the need to study the factors that Rosenzweig (45) identified as common across psychotherapy approaches (47) . Yalom (48) captures the essence of the common factors viewpoint by distinguishing between the "core" and "front" of therapeutic approaches. He argues that the front (for example, therapist interventions) may be substantially different across treatments but that the underlying core (for example, the therapeutic alliance) is remarkably similar and essential to all forms of therapy. Recent integrative reviews (49, 50) reinforce this impression.
Reviews of evidence for the common factors represent a distinctly different focus, relative to the EST literature. Studies included in these reviews frequently involve heterogenous patient samples. The research emphasizes elements of the therapy process and the relations between process elements and therapy outcome. The intent is to formulate answers to the mechanism-of-change question. If represented, the RCT design is often in the background for a parent outcome study; secondary process and process-outcome analyses provide the evidence for common factor effects (14) .
The common factors (45, 48) and contextual (4) models represent psychotherapy at different levels of abstraction. The common factors model addresses elements of the therapy relationship and process that the participants can capitalize on to initiate, maintain, and successfully conclude a process of change. The contextual model offers a metaperspective, outlining the broader dimensions of the therapy's purpose, the conditions established for the therapy process (the "frame"), and the participants' roles.
The Common Factors Model
A common factors view is not new (3, (44) (45) (46) (47) , but the last 15 years have reflected a greater appreciation of the nonspecific effects among therapy researchers. Perhaps in reaction to the RCT-EST approach and its medical model underpinning, or perhaps more generally reflecting use of the scientific method to quantify the "art" of psychotherapy (for example, 51), the field has seen increasingly sophisticated efforts to clarify the therapy change process.
Common factors have been conceptualized in various ways (for example, therapeutic factors, curative factors, nonspecific factors, and core principles) (47, (52) (53) (54) (55) (56) (57) . In one of the more useful conceptualizations, Lambert and Ogles (52) organize common factors into 3 overarching categories: support, learning, and action. The categories also define a developmental sequence operating in any therapy process. The support category includes factors that encourage a collaborative and safe working environment conducive to therapeutic change. Factors such as catharsis, hope, encouragement, and the development of a therapeutic alliance are included (52) . Learning factors include those that provide patients with a new cognitive framework to facilitate change in selfperception and in perceptions of the presenting problem. Factors such as insight, cognitive learning, corrective emotional experience, and feedback are included (52) . The last category, action factors, highlights constructs associated with actual behaviour change. Included are processes such as risk taking, working through emotional distress, modelling, and experimenting with new behaviours. Action factors encourage generalization to change outside the therapy session (52). Lambert and Ogles argue that support factors provide the foundation for change in the patient's cognitive conceptualizations (learning) that precede the implementation of active behaviour change (action).
Miller and others (57) offer another useful conceptualization. They differentiate the common factors into 4 interdependent groupings: patient factors; relationship factors; placebo, hope, and expectancy factors; and technical factors. Miller and others argue that patient characteristics have the greatest influence on therapy outcome. Duncan (58) decries the literature for a tendency to regard patients as "psychopathological entities" requiring remediation. He argues for a radically different view of patients as the "heroes" of the therapy change process. In this vein, Asay and Lambert (59) report that up to 40% of the total variance in therapy outcome is attributable to patient characteristics (for example, motivation and capacity for relational functioning).
Miller and others (57) cite relationship factors as the second major component bearing on therapy outcome. Asay and Lambert (59) attribute 30% of patient change to the impact of the therapeutic relationship. Importantly, therapists can act to directly influence the quality of this relationship. The construct of the therapeutic alliance-the positively valued and productively collaborative relationship between patient and therapist-has received substantial empirical support as an element of helpful psychotherapy. The overall allianceoutcome effect size (r = 0.26) is modest, but it has emerged as consistently important across a range of therapy approaches (60) (61) (62) .
The remaining 2 components of the Miller and others (57) conceptualization-technical factors and placebo, hope, and expectancy factors-each account for 15% of the variation in therapy outcome (59) . To facilitate change, therapists can capitalize on the patient's expectation of receiving help and hope of recovery. Similarly, the therapist's technical approach can offer the patient a novel way of perceiving his or her problems, together with options for their resolution. These factors are likely to have their greatest impact when the patient presents with characteristics valued in therapy (for example, psychological-mindedness) and when the therapeutic relationship is healthy.
In a series of process studies of therapy sessions drawn from controlled clinical trials, Ablon and Jones (63-65) demonstrated that, relative to indices of therapists' use of techniques as prescribed by manuals, more robust predictions of outcome were possible when measures of therapy process were considered. They also found that key therapy processes were similar across theoretically different treatments (that is, psychodynamic therapy or CBT). These findings are consistent with several reports (66) (67) (68) highlighting the potential of common factors to facilitate change independently of the therapist's technical strategy.
This research has clear implications for clinical training. Priority should be given to developing a foundation for good practice-to understanding the mechanisms of change embodied by the common factors. If training programs do not promote understanding of these building blocks of helpful therapy, the field runs the risk of producing technicians rather than creative, responsive clinicians (38, 40, (69) (70) (71) (72) .
The Contextual Model
At a more general level, Frank and Frank (47) argue that 4 factors are essential in any psychotherapy: an emotionally charged relationship between patient and therapist, a socially legitimized view of psychotherapy to promote patient expectations of benefit, a theoretical rationale for the therapist's practice orientation, and specific techniques to demonstrate therapist competence with the "healing rituals" of the approach (58) . It is notable that Frank and Frank (47) list specific techniques as the least important of their 4 factors. In their view, the theoretical rationale provided to the patient by the therapist is of greater importance. They suggest that capable therapists foster a view of the change process that connects their theoretical orientation with the patient's perspective on therapy. As a result, patient and therapist develop a shared perspective on the task at hand and agree on how change should be brought about. It is important to note that Frank and Frank (47) emphasize that this rationale must only be acceptable to the parties and need not be "true." The therapist's orientation will determine the content of this shared perspective; interventions will acquire their potency from the patient's belief in their value.
Wampold's (4) contextual model further expands on the framework offered by Frank and Frank (47) . He agrees that common factors play a potent role within therapy. He also emphasizes the primacy of the therapeutic relationship and of a mutual belief in a shared treatment rationale and procedures. Wampold particularly underscores the "embeddedness" of these factors in a healing context. He demonstrates compellingly that the psychotherapy research literature provides greater support for process-outcome hypotheses based on the contextual model relative to those based on the medical model. He concludes that even the most positive estimate of differential treatment effects-accounting for 2% of the variation in outcomes-is dwarfed by the effects of common factors (for example, the patient-therapist alliance accounts for 7% to 10%) or the effects of varying therapist skill (accounting for another 6% to 9%) (4) .
Empirical support for the contextual model was demonstrated by Tracey and others (73) . Building on previous work (74), these investigators attempted to empirically identify common therapeutic factors and the higher-order organization that reflects their interdependence and development. The cognitive models used by prominent psychotherapy researchers and practitioners to describe the therapy process were examined. Verbatim material was quantified according to various coding schemes. The investigators then used multidimensional scaling and cluster analysis to reduce the coding variables to more general constructs. The results showed that the common factors were best represented by 2 dimensions or 3 clusters. The 2 dimensions were hot (emotional) or cold (cognitive) processing and therapeutic activities. Both forms of processing are represented among the common factors, but different practitioners tended to emphasize one over the other (for example, warmth and closeness, or "hot" processing, compared with rational appraisal, or "cool" processing). Therapeutic activities reflect actual in-session behaviours and events (for example, provision of information and feedback) as well as therapy-related phenomena that extend outside the sessionby-session process (for example, theoretical consistency, positive expectations, or a view of the therapist as healer). The 3 clusters of common factors reflected the critical importance of the therapeutic bond, the provision of useful explanation, and efforts to structure the process. The dimensions and cluster representations of the common factors in clinical practice as described by Tracey and others (73) correspond well with Wampold's contextual model (4) .
Common Factors Research: Limitations and an Integration
Research addressing the factors common across treatments considers how the patient heals both within and as a function of the therapy context (46, 47) . Studies demonstrate that common factors account for a greater proportion of outcome variance than does therapist technique. However, it must be noted that the bulk of this literature involves correlational studies. Some findings justify further examination of certain constructs with the goal of identifying their exact mechanisms. At this time, though, it is not possible to make unequivocal statements about common factors being necessary and sufficient, that is, causal, to patient change in therapy. In a sense, the common factors literature contends with the opposite of the problem besetting the RCT-EST literature. In the latter, a rigorous and specific scientific approach allows for causal inferences regarding psychotherapy effects, but some have mistakenly taken this literature as proof that specific interventions are responsible for these effects. In the common factors literature, there are so many correlational findings that integration is problematic, yet causal inferences cannot readily be put forward.
The contextual model suggests that the most effective treatments are those in which the therapist first establishes and maintains a good working alliance; second, communicates a belief in the treatment, and third, appropriately adjusts the treatment rationale to align it with the patient's expectations and beliefs (4) . The common factors literature emphasizes the importance of a foundation of support, exemplified by the therapeutic alliance, to capitalize on the learning and action factors that promote change. Generally, then, process research highlights "3 Rs" of psychotherapy. First, the therapist presents a rationale for comprehending the patient's problem, what has to change, and how that change will come about. Ideally, the patient and therapist develop a shared perspective on the objectives and methods of the treatment. Second, the therapist continually attends to the health of the therapeutic relationship, both as a source of the patient's healing in itself and as a basis for ongoing work. Addressing strains in this relationship offers frequent opportunities for significant learning. Third, a perspective on the common factors and the context within which they operate, including the patient's limitations and strengths, can promote the therapist's capacity to be flexibly responsive to the needs of the patient as therapy unfolds.
Common factor findings also often validate clinical common sense. Practitioners know that sound judgment is required to tailor a psychological treatment to the individual patient. Practitioners also know that, beyond specific interventions, it is the power of the therapeutic relationship, the patient's strengths and weaknesses, and the patient's acceptance of the framework for change offered by the therapist that determine benefit. However, the common factors literature does not imply that the practitioner's orientation or specific techniques are superfluous. As Jerome Frank states:
My position is not that technique is irrelevant to outcome . . . (but) that the success of all techniques depends on the patient's sense of alliance with an actual or symbolic healer. This position implies that ideally all therapists should select for each patient the therapy that accords with the patient's personal characteristics and view of the problem. Also implied is that therapists should seek to learn as many approaches as they find congenial and convincing. Creating a good therapeutic match may involve both educating the patient about the therapist's conceptual scheme and, if necessary, modifying the scheme to take into account the concepts the patient brings to therapy (47, p xv) .
A blending of the EST-RCT approach and the common factors (47, 71) or contextual (4) viewpoints offers the possibility for a more balanced view of the psychotherapy endeavour. This blended approach would bring greater representativeness to clinical training, would provide a sounder foundation for practice, and would result in more effective education of other health professionals, third-party payers, and the public about the nature of psychotherapy.
Conclusion
The EST movement has made important contributions by identifying effective therapeutic approaches for specific disorders, but EST findings are limited in regard to clarifying the mechanisms of change in therapy. Research focusing on the common factors and processes across specific therapies can offer both researchers and clinicians a clearer understanding of these mechanisms. Both types of scientific undertaking are critical to advancing the field.
As the field moves forward, psychotherapy research will focus more on understanding how rather than if change occurs in psychotherapy. Evidence supports the importance of the common factors and several useful conceptual models that integrate these findings exist (50, (52) (53) (54) (55) (56) (57) (58) (59) . The need in this area is for studies that causally link the common factors to processes of psychological change. Indeed, this research may use the RCT design, for example, comparing treatments characterized by lesser or greater amounts of attention to the alliance. That said, promotion of the common factors does not imply that a "technique-less" therapy should prevail (47, 69, 70) . The literature demonstrates that there is considerable overlap when the processes of different approaches are examined (67, 73) . Specific interventions unique to different forms of therapy do reflect the theoretical rationale of the approach but should be implemented more to enhance the impact of the common factors (71) than because they are presumed to function as change agents in themselves. Although various treatment models claim unique strategies, differences may lie less in the processes activated and more in the terminology used (69) .
Investigation of dimensions of the therapeutic relationship that lead to therapeutic gain in various treatment modalities would contribute to our identifying possible ways of increasing treatment efficacy in all forms of treatment (38, p 639) .
This perspective requires that researchers and clinicians work toward empirically validated change processes. We contend that this research goal has the potential to augment the yield of EST studies and will facilitate the engagement of trainees and clinicians as participants in and consumers of psychotherapy research.
A balance of research oriented both to the identification of effective treatments and to explicating the causal effects of common factors on the change process offers the greatest potential for advancement in the field. Notwithstanding this promise, it must be said that the emergence of effective change processes in the psychotherapy context is frequently a function of the therapist's own style, creativity, and interpersonal skill-in other words, a function of the art that the therapist brings to the endeavour. Even with scientific advancement-clearer specification of effective therapies and how common factors determine this effectiveness-the intangible contributions of the therapist as artist will continue to be important.
Note
In the vernacular of treatment outcomes research, "efficacy" refers to the impact of an intervention within the carefully defined context of an RCT, designs which accentuate control over extraneous influences on the outcomes of interest (that is, which have high internal validity). In contrast, "effectiveness" refers to the impact of an intervention in the real-world context of clinical practice. The finding that a treatment has efficacy in an RCT does not necessarily mean that the intervention will generalize to effectiveness in the clinic, that is, the issue of the external validity of the RCT finding. This distinction is important when addressing the dissemination of therapies of known efficacy to the clinical setting. In our discussion, however, we use the term "effectiveness," in a generic sense, to refer simply to the impact of a psychological therapy on indices of treatment outcome. When employed, our specific use of the term "efficacy" reflects the meaning associated with studies employing the RCT design.
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Résumé : La recherche sur la psychothérapie au début du 21 e siècle : la persistance de la controverse entre art et science
Cet article offre un survol des grandes tendances générales du domaine de la recherche sur la psychothérapie. Nous examinons 3 secteurs de la documentation : les études méta-analytiques portant sur l'efficacité de la psychothérapie, le mouvement qui identifie les traitements soutenus empiriquement (TSE), et la recherche sur le « facteur commun » ou les modèles « contextuels » de la psychothérapie. Nous présentons des revues narratives de documentation choisie associée à chaque secteur. Les revues font ressortir plusieurs questions auxquelles fait face cette discipline. Les études méta-analytiques soulignent 2 conclusions : la psychothérapie est supérieure à l'absence de traitement, et différentes approches de la psychothérapie produisent des effets équivalents. Contrairement à ces conclusions, le mouvement TSE insiste sur la démonstration empirique que des psychothérapies spécifiques sont efficaces pour des troubles spécifiques. La fausse interprétation des résultats du TSE a entraîné une vive controverse. Bien que la recherche TSE puisse identifier les effets causals de la thérapie, elle est moins apte à expliquer comment se manifestent ces effets. Nous suggérons une perspective appropriée des résultats du TSE. Des données probantes considérables soutiennent l'importance des facteurs communs comme mécanismes de changement; à l'heure actuelle, toutefois, ces données probantes sont avant tout corrélationnelles. Nous concluons qu'un mélange des études TSE et de la recherche sur les facteurs communs représente le plus grand potentiel d'avancement du domaine. Les études pour identifier les TSE spécifiques sont essentielles pour la validation de l'efficacité des approches psychothérapeutiques et doivent être menées pour les thérapies psychodynamiques et expérientielles. Mettre davantage l'accent sur les facteurs communs de la recherche, de la formation et de la pratique peut faire mieux comprendre les processus de changement des thérapies efficaces, faciliter le développement de cliniciens sensibles, et accroître l'efficacité des services de santé mentale.
